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Citation
42 CFR
436 Subpart J.

1902(e)(8) and
1905(a) of the
Act

1902(a)(47) and
1920 of the Act

TN # 03-13

2.1(6) (1)

()

S )

Supersedes TN #___ 94-1

Except as provided in items 2.1(b)(2) and (3)

below, individuals are entitled to Medicaid

services under the plan during the three months
preceding the month of application, if they were, or
on application would have been, eligible. The
effective date of prospective and retroactive eligibility
is specified in Attachment 2.6-A.

X For any full month provided the individual met all
the eligibility conditions at any time during that month.

For individuals who are eligible for Medicare
cost-sharing expenses as qualified Medicare
beneficiaries under section 1902(a)(10)(E)(i) of the
Act, coverage is available for services furnished after
the end of the month which the individual is first
determined to be a qualified Medicare beneficiary.
Attachment 2.6-A specifies the requirements for
determination of eligibility for this group.

X Not applicable

Pregnant women are entitled to ambulatory prenatal
care under the plan during a presumptive eligibility
period in accordance with section 1920 of the Act.
Attachment 2.6-A specifies the requirements for
determination of eligibility for this group.

X Not applicable
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